specimens, serum viral titres (including hepatitis screen) and atypical bacterial serology were all negative. His chest and pelvic X-rays were normal apart from multiple healing fractures. Transthoracic echocardiography and abdominal ultrasound were also normal. He was treated with intravenous cephalosporin and metronidazole for 10 days.
Two weeks after admission his temperature continued to spike up to 39.58C. A contrast enhanced CT scan at this time revealed extensive thrombus within the right pulmonary artery extending to the right lower lobe ( Figure 1 ). There was further thrombus within both common iliac veins and within the inferior vena cava. He was started on subcutaneous low-molecular-weight heparin and warfarin. The temperature settled within 24 hours of anticoagulation and subsequently remained normal. Creactive protein, AST and ALP also declined to the normal ranges. The patient was discharged one month after admission with advice to remain on warfarin lifelong.
COMMENT
A low-grade pyrexia, less than 38.38C, is seen in up to 14% of patients with pulmonary embolism, but a temperature exceeding 38.98C, as in the patient reported here, is seen in less than 2%. 4 In any patient with fever of unknown origin, the possibility of pulmonary embolism must be borne in mind.
The presence of fever cannot distinguish pulmonary infarction from pulmonary haemorrhage nor does it indicate the extent of pulmonary embolism. 5 The fever is probably due to an acute inflammatory response from endogenously produced chemotactic factors, possibly through tissue injury and/or complement activation. 6 It usually subsides after anticoagulant treatment. 7 The rapid resolution seen in our patient is hard to explain in terms of the underlying lesion. The explanation may lie in the anti-inflammatory and antipyretic properties of heparin. The exact mechanisms are unknown, but possibilities include blockade of activity or reduced synthesis of tissue necrosis factor alpha 7 and inhibition of inflammatory cell adhesion by blockade of Pand L-selectins. 8 vomiting and complaining of lower abdominal pain. Urine was positive for cocaine and he admitted to having swallowed seventy packages of the drug; at least fifty were visible on a plain abdominal X-ray and were presumed to be in his distal colon. There were no signs of drug toxicity; the rectum was empty. He was admitted for observation and routine purging of the packs. The pain and vomiting settled and he tolerated full diet and Picolax (sodium picosulphate). By the eighth day of admission no package had been passed and, having consented to an examination under anaesthesia and possible laparotomy, he was taken to theatre. Sigmoidoscopy revealed an empty bowel to 25 cm. A lower midline laparotomy was performed. A hugely distended stomach was found to contain eighty-three packages of cocaine (weighing 1.02 kg) which were removed through a small gastrotomy.
Case 2
A man of 38 was detained by Customs & Excise on suspicion of drug trafficking. While in custody he had a single episode of haematemesis and was referred to the accident and emergency department, where he admitted to having ingested at least forty packages of cocaine about 72 hours previously. There was no clinical evidence of drug toxicity. The only positive clinical finding was a midline abdominal scar, the result of a laparotomy 10 years previously for perforated peptic ulcer. The urine contained traces of cocaine. He was admitted under the medical team for observation. Next day his scrotum became acutely swollen and painful. Obstructive symptoms were absent. Clinically he had a strangulated right inguinal hernia, and packages were palpable within the scrotum. On exploration through a right groin incision the hernia sac contained transverse colon with a single perforation (Figure 1) . A colotomy was performed and eighteen packages were delivered. A laparotomy allowed reduction of the large bowel, and after delivery of a further twenty-two packages the colotomy was converted to a formal colostomy within the right iliac fossa. The hernial defect was repaired by Bassini's technique. A total of 485 g of cocaine was retrieved.
COMMENT
Body packers usually swallow their packages, hoping to retrieve them after natural passage through the gut; the rectum and vagina offer other means of concealment. [1] [2] [3] Surgeons should exercise special vigilance in patients with acute surgical conditions who have recently arrived in the UK. Fortunately, package leakage (with drug overdose) is rare. Conservative management with oral purgation is the treatment of choice even in patients with mild abdominal symptoms. 4, 5 The commonest surgical presentation for body packers is intestinal obstruction, and a plain abdominal radiograph is all that is needed to confirm the diagnosis since these packages are invariably radio-opaque. 
